Case presentation A 3300 g infant was born at 38 weeks' gestation to a Gravida 2, Para 2 mother by cesarean section because of difficult extraction due to macrocephaly. After delivery, systolic and diastolic murmurs were noted in addition to macrocephaly. The patient's head circumference was 36.5 cm (90%ile). 
Denouement and discussion MR imaging and both MR and conventional angiography and venography demonstrated a high flow arteriovenous fistula supplied by bilateral middle meningeal arteries, causing massive enlargement of the inferior superior sagittal sinus and torcula Herophili. This enlargement of the torcula Herophili was the large vascular space appreciated on the initial sonogram. The draining transverse, sigmoid sinuses and jugular veins were enlarged bilaterally. The bilateral middle meningeal arteries were embolized at the time of the arteriogram with coils and glue, reducing the flow through the fistula by 90%.
Congenital dural arteriovenous fistulae (DAVF) are rare, much rarer than the already uncommon vein of Galen aneurysm. 1 DAVF are more common in adults, in whom they are usually acquired lesions associated with thrombosis or obstruction of large venous sinuses. 2 Congenital DAVF are attributed to abnormal development of the cranial dural venous sinuses. 1 
Lasjaunias
1 has classified DAVF into three types: (a) dural sinus malformations with AV shunting, (b) infantile DAVF with large patent dural sinuses with no venous lakes, (c) adult type at the cavernous sinus. The DAVF with dural sinus malformation and venous lake is most commonly located at the torcula Herophili. These are often quite large lesions, but they are initially not associated with hydrocephalus, similar to what occurred in the patient presented here. 1 Dilatation of the sigmoid sinuses and jugular veins is frequent. The lesions are usually supplied by bilateral middle meningeal artery feeders. Additional feeders may come from the occipital arteries, anterior inferior and posterior cerebellar arteries. 1 The clinical presentation of congenital DAVF at the torcula Herophili can be life-threatening congestive heart failure, macrocrania, dilated scalp veins, macrocephaly and seizures. 3 The mortality, usually related to the severity of congestive heart failure, is reported to be 31-38%. 1 In older children, seizures and hydrocephalus are more common manifestations.
The current treatment of DAVF is endovascular embolization. Embolization of arterial feeders can result in an obliteration of the fistula and a clinical cure. 2 Recruitment of additional secondary arterial feeders after occlusion of the primary feeders usually means that the venous aneurysm itself must be obliterated in order for the patient to be cured.
Congenital DAVF can be complex and multiple 1-3 but are usually not associated with other malformations. However, rarely they occur in association with Osler-Weber-Rendu syndrome (hereditary hemorrhagic telangiectasia syndrome) or Wyburn-Mason syndrome (craniofacial arteriovenous metametric syndrome). 4 In the latter syndrome, the name metametric refers to the presence of transverse neural crest cells at a certain level of development. In Wyburn-Mason syndrome, arteriovenous fistula can occur in tissues and organs derived from these neural crest cells.
Congenital DAVF at the torcula Herophili is a very rare lesion and is associated with a guarded prognosis because of the danger of high-output congestive heart failure. Our patient will be followed and re-embolized if congestive heart failure develops. 
